Sexual problems that are psychological in origin, rather than physiological, are called psychosexual disorders. Multiple factors, such as general health of the patient, chronic illnesses, psychiatric/psychological disorders, and socio-cultural factors, alone or in combination can be attributed to the development of psychosexual dysfunctions. The symptoms of these disorders vary for each individual and differ with gender. These disorders may be categorized as sexual dysfunction, paraphilias, and gender identity disorders. Dermatologists are sometimes consulted for sexual dysfunctions in their routine practice by the patients visiting sexually transmitted infections (STI) clinics because a majority of the patients believe that these problems are caused by dysfunctions in the sex organs, and because people are hesitant to go to sexuality clinics and psychiatrists for such problems. Sometimes these patients are referred from other specialties such as urology or gynecology; most often, we attempt to search for STIs or other dermatoses on the genitalia and refer them back. We often underestimate the prevalence of sexual concerns of the patients or feel uncomfortable discussing matters of sexuality with them. Dermatologists should understand basic sexual medicine and ask patients for sexual problems. They should be trained to manage such patients accordingly. In this review, we will be focusing on sexual dysfunctions, their etiopathogenesis, and management from a dermatologist's perspective.
INTRODUCTION
Human sexuality is complex and multidimensional, with biological, psychological, social, and cultural aspects. Psychosexual disorders are defined as the sexual problems that are psychological in origin and occur in absence of any pathological disease. They often arise because of physical, environmental, or psychological factors, and at times it is difficult to separate one from the other. The psychological component may be predominant in psychosexual disorders; however, sometimes one condition may lead to another, for example, erectile dysfunction (ED) caused by diabetes may cause depression, which may then lead to hypoactive sexual desire. They may arise due to guilt, stress, anxiety, nervousness, worry, fear, depression, distorted body image, physical or emotional trauma, abuse, and rape. In addition, ignorance, misinformation, superstition, and improper sex education contribute toward these disorders. Sometimes conflict of values arise between sexual feelings during adolescence and those that are represented by family or religion (for example, the attitude that sex is dirty, sinful, or a shame). Marital discord can also acts as a trigger for psychosexual disorders. Symptoms of psychosexual disorders vary with gender and are different for each individual, and sometimes they may not conform to the different categories mentioned in the literature. They may be categorized as sexual dysfunctions, paraphilias, and gender identity disorders. In this review, we will discuss the etiology and management of common sexual disorders and the role of dermatologists in the management of such disorders.
There are only a few epidemiological studies on the prevalence of sexual disorders from India. The prevailing cultural beliefs and stigma in India might discourage and inhibit individuals to consult a doctor and discuss their sexual life, which makes it difficult to know the extent of the problem. Few community studies have shown that the prevalence of male sexual disorders ranges from 10 to 52%, [1] [2] [3] [4] [5] [6] ED from 3 to 15%, [1] [2] [3] [4] [5] [6] premature ejaculation (PE) from 4 to 8%, [1] [2] [3] [4] [5] [6] and male hypoactive sexual desire disorder (HSDD) from 1 to 7%. [1] [2] [3] [4] [5] [6] The prevalence of female sexual disorder was found to be 14% in a study from south India. [1] Based on the analysis of a few population studies, prevalence estimates for female HSDD were shown to range from 5 to 46%, [1, [6] [7] [8] female orgasmic disorder from 4 to 20%, [1, [6] [7] [8] and dyspareunia was approximately 8%. [1, [6] [7] [8] In our country, where sex is a taboo, lack of sex education, which includes lack of gender mixing in school, improper nurturing during development of secondary sexual characters, misinformation, superstitions, perception of sex as projected by the media and film industry, pornographic literature and the projected sexual marathons achievable with sexual stimulants, etc. are few factors that lead to such disorders. Unpleasant sexual experiences and stories from friends, performance anxiety, and distorted body image can result in or aggravate any of these disorders. Sometimes simple lifestyle diseases such as back pain and moderate to severe obesity can also cause sexual disorders. Most of these disorders are situational or after encounter with a partner. Single, unexposed individuals rarely complain of such disorders, except for imagined anatomical "defects/ imperfections." Another important aspect is gender power differentials in a particular culture as some researchers believe that many men may not able to adjust to the changing gender roles in India as well as in other Asian countries, which might have led to the increasing prevalence of relationship concerns and sexual dysfunction.
The current scenario in India is not bright, with a majority of sexual dysfunction patients being handled by local quacks, faith healers, and other nonprofessional individuals who project themselves as experts. Poor knowledge of the problem, lack of adequate health facilities, lack of adequate number of professionals in the field, and cultural influences have a negative impact on management of sexual dysfunction.
Dermatologists may have an important role in prevention, detection, as well as management of psychosexual problems. Dermatology, especially venereology, deals with both the male and female sexual and reproductive system that is integrally involved in sexual activity. Moreover, some common dermatological disorders such as psoriasis, [9] vitiligo, [10] or lichen simplex chronicus [11] may unwittingly lead to psychosexual problems. Psychological comorbidity is often observed in chronic dermatoses, significantly impacting patient's self-esteem, confidence, and the overall quality of life. Sexual health plays an indispensable role in the overall wellbeing of an individual. Physicians often underestimate the prevalence of the sexual concerns of their patients or feel uncomfortable discussing matters of sexuality with them. Recently, various investigators have studied sexual dysfunction in patients with different dermatological problems, particularly psoriasis. The cause of sexual dysfunction in dermatologic patients can be organic, e.g. systemic sclerosis causing penile vascular damage and corporal fibrosis, [12] sclerosis causing fissures and dyspareunia in vulval lichen sclerosus, [13] or can be psychological due to the presence of the disease itself causing reduced self-confidence and sexual self-esteem. Dermatologists should understand basic sexual medicine and ask their patients regarding sexual problems. Although majority of these disorders are managed by psychiatrists/psychologists, the role of the dermatologist is to rule out organic causes and educate regarding sexual anatomy and physiology, as well as relieve any fear about the consequences of the past or supposed venereal (sexually transmitted) diseases.
SEXUAL RESPONSE
Initial studies described four phases in human sexual response; excitement, plateau, orgasm, and resolution. [14] This description was then modified by Kaplan [15] to a triphasic model of desire, arousal and orgasm [ Figure 1 ]. These concepts provide the working models on which behavioral therapies for sexual problems are based. [16] Sexual disorders can be divided into problems of desire, arousal, and function [ Table 1 ]; however, these problems are often interlinked to each other. For example, impaired sexual function, such as some degree of erectile dysfunction, can cause hypoactive sexual disorder in men. Similarly, dyspareunia in females can cause hypoactive sexual disorder or anorgasmia. Sexual desire is regularly expressed in all individuals; however, it may be decreased in frequency in patients suffering from chronic illnesses such as heart disease, cerebrovasuclar trauma, hemiplegia, or any other major surgery. Figure 2 demonstrates the role of different neurotransmitters and drugs on different stages of the sexual cycle.
SEXUAL DYSFUNCTION

Male sexual dysfunction
Male sexual dysfunction can be primary (lifelong) or secondary (acquired) and generalized or situational. Lifelong refers to a chronic condition that has been present during a person's entire sexual life; acquired refers to a disorder that begins after sexual activity has been relatively normal. Among various sexual disorders in males, most common disorders, that is, Narang, et al.: Psychosexual disorders and dermatologists ED, ejaculatory dysfunction, HSDD, and Dhat syndrome will be discussed in this review.
Erectile dysfunction
ED is defined as the inability to attain or maintain a penile erection sufficient for successful vaginal intercourse. It is one of the most common sexual dysfunction affecting up to 52% of men between the ages of 40 and 70 years. [18] Penile erection is a neurovascular phenomenon requiring dilation of penile vasculature, relaxation of smooth muscle, increased intracavernosal blood flow, and normal venoocclusive function. The most important neurotransmitter involved in penile erection is nitric oxide (NO), released from parasympathetic nerve terminals and endothelium. It is this NO-dependent relaxation of the cavernous smooth muscles that causes compression of the subtunical veins, leading to venous engorgement and resulting in an erection. Activation of the adrenergic receptors, reduction in arterial inflow, and venous drainage of the lacunar spaces leads to relief of erection. [19] ED is classified as psychogenic, organic (i.e., hormonal, arterial, neurogenic), or mixed [ Table 2 ]. Psychogenic ED may be attributed to stress in relationship, performance anxiety, decreased self-esteem, stress or shame arising due to chronic or infective dermatological diseases, such as genital vitiligo and herpes, or overt psychological disorders such as depression and anxiety. Misinformation, including that from the media, unpleasant sexual experiences, and feelings of inferiority may inhibit sexuality. It is also seen with relationship changes between the genders, wherein strong women can elicit conflicts in the male self-esteem, which may be expressed as ED. Dermatological diseases causing penile abnormalities may impair erections owing to pain or deformity such as foreskin problems (phimosis, lichen sclerosus), penile curvature (congenital curvature or Peyronie's disease), and benign and malignant genital dermatoses. Fibrosis within the corpus cavernosum can also cause ED. Pathological causes must be ruled out to diagnose the disorder as a psychosexual disorder.
Management:
The mainstay in the diagnosis of ED is comprehensive sexual and medical history taking. Psychogenic cause should be suspected in young males, with no medical risk factors, who may recall a specific time when the problem began (such as the breakdown of a relationship and onset of a dermatological disease). In these patients, nocturnal and early morning erections are generally preserved as erections are maintained during masturbation. Special investigations such as Color Doppler, nocturnal penile tumescence, and rigidity testing are rarely conducted these days.
Oral phosphodiasterase E-5 (PDE5) inhibitors form the mainstay of the treatment for ED. Other treatment modalities include lifestyle modification, psychosexual therapy, injection therapies, testosterone therapy, and penile devices. In patients with significant psychological problems, psychosexual therapy such as sensate focus, sex education, and interpersonal therapy can be tried. [20] Simple lifestyle measures such as regular exercise, smoking cessation, and weight loss are effective options in men with mild ED and should be advocated in almost all patients. [21] PDE5 inhibitors selectively inhibit PDE5 and increase cGMP, inducing vasodilatation, increased corporal blood flow, and erection. The overall efficacy for the different PDE5 inhibitors is almost similar with improvement in 65-70% of men, [22] depending on the extent and severity of ED. A major advantage of PDE5-inhibitors is that it improves sexual performance without increasing libido. [23] Most common side effects are headache, flushing, dyspepsia, myalgia, and rhinitis. These drugs do not increase the rates of myocardial infarction, death, worsen ischemia or cardiac haemodynamics upon exercise testing in patients with coronary artery disease (CAD) or heart failure. However, it should be used with caution in patients with uncontrolled hypertension, unstable angina, and in patients taking α blockers. [24] Other therapies for ED are testosterone replacement in men with low testosterone or hypogonadism and intracavernosal injection of alprostadil (prostaglandin E1), papaverine, and/or phentolamine in patients who have failed first-line therapy. Vacuum constrictive devices are rarely used these days. [25] Penile prosthesis implantation is the last resort for treatment of ED, and is employed when other modalities have failed or are not preferred by the patient.
Ejaculatory dysfunction: Premature ejaculation
PE is among the most common sexual dysfunctions in men with a prevalence rate of 20-30%. [26] It can cause severe psychological distress, reduced self-esteem, anxiety, and depression, significantly impairing the quality of life for the patient as well as his partner. Various definitions for PE have been proposed by different professional organizations with varying acceptability. The most recent and widely accepted definition of PE by International society of sexual medicine [27] defines it as a male sexual dysfunction characterized by ejaculation that always or nearly always occurs prior to or within 1 minute of vaginal penetration, either present from the first sexual experience or following a new bothersome change in ejaculatory latency, and the inability to delay ejaculation on all or nearly all vaginal penetrations, and negative personal consequences, such as distress, bother, frustration, and/or the avoidance of sexual intimacy. The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) [17] has also defined it along similar lines.
Multiple etiologies have been proposed to explain PE including robust cortical representation of the pudendal nerve, [28] hypersensitivity of the glans penis, [29] disturbances in central serotonergic neurotransmission, [30] medications, recreational drugs, [31] and thyroid disorders. [32] PE is a self-reported diagnosis. A complete assessment of sexual function should be done in order to differentiate ED from PE, which has been reported to coexist in approximately 30% of the patients. [33] The opinion of a partner can provide a significant contribution to the clinician's understanding.
Management: Management of PE is complex and requires a combination of pharmacological, psychological, and behavioral treatments. [34] Earlier, psychological therapy was the mainstay of treatment for PE. Its use has reduced in current clinical practice due to time constraints, and strong compliance from couples.. [35] Various behavioral changes have been used in the past which attempt to attenuate the sensory responses of ejaculation by interrupting heightened arousal. These include the Semans' "stop-start" technique [36] (ceasing genital stimulation until heightened arousal sensation subsides) and Masters and Johnson's "squeeze technique" (where the glans is squeezed at heightened arousal). [37] These techniques are often considered intrusive, mechanical, and disruptive of the normal spontaneity of coitus, and of little benefit when used alone. Other behavioral techniques include the use of multiple condoms and pelvic floor exercises. Several drugs have been shown to improve ejaculatory control [ Table 3 ] and reduce personal distress, although none of these drugs are currently approved by the Food and Drug Administration. Selective serotonin reuptake inhibitors (SSRI) and tricyclic antidepressants (TCA) are the most popular among these. [38] However,the chronic use of these drugs can be unappealing for patients and may result in poor adherence due to intolerable side-effects and potentially significant drug interactions, the chronic use of these drugs can be unappealing for patients and may result in poor adherence. Using them in lower doses and on-demand versus continuous daily dosing of SSRI and TCA for reducing their side effects has not been found to be beneficial. [39] They should only be prescribed after consultation with a psychiatrist. Experimental therapies in the treatment of PE include intracorporal injection of a vasoactive agent, [40] such as alprostadil; use of sildenafil citrate; [41] unilateral CT-guided percutaneous cryoablation of the dorsal penile nerve; [42] and percutaneous-pulsed radiofrequency ablation of the bilateral dorsal penile nerves. [43] Male hypoactive sexual desire disorder
The DSM-V diagnosis of HSDD requires that two criteria be met: (1) Criterion A: Persistent or recurrent deficient (or absent) sexual fantasies and desire for sexual activity; and (2) Criterion B: The disturbance causes marked distress or interpersonal difficulty. [9] In the past, it was considered to be a manifestation of hypogonadism, however, studies have established that the association between HSDD and low testosterone was significant only in young men (ages 17-42 years), whereas in the middle age group (43-62 years), there was no such association. [44] Prevalence studies on low desire in men have mostly found a positive correlation with age. Men with HSDD are more likely to have depressed mood as well as hyperprolactinemia, [45] suggesting that these factors may exert a greater influence on men's desire than testosterone. Corona et al. [46] reported that 42.9% of patients with a past history of psychiatric symptoms had moderate or severe loss of desire, compared with only 15.9% of those without such history. HSDD patients experienced greater stress at work, had more disturbed domestic relationships, and had a higher relational component, which is defined as having a partner with an illness that negatively affects sexual activity, having a partner with low desire, and/or having a menopausal partner. Treatments that increase testosterone levels have been tried with variable results.
Somatoform disorders
These are complex psychosomatic disorders in which sociocultural factors play an important role. The two important disorders are the Koro syndrome and Dhat syndrome. The Koro syndrome is characterized by episodes of sudden and intensive fear that the penis could be drawn back into the body and possibly causes death. This fear often occurs as a mass phenomenon in which many men hold onto their penis or try to prevent the presumed event by placing wooden tongs on their penis. [47] Dhat syndrome
Dhat syndrome is a culture based phenomena characterized by preoccupation of loss of semen, usually in a young man, during micturition, defecation, or in night falls. The preoccupation of loss of semen is also associated with vague and multiple somatic and psychological complaints such as fatigue, listlessness, loss of appetite, lack of physical strength, poor concentration, and forgetfulness. Some patients may have accompanying anxiety or depressive symptoms and sexual dysfunction, which are usually psychological in nature. The patients usually attribute all their symptoms (somatic symptoms and sexual dysfunction) to the passage of semen. [48] Although Dhat syndrome has been described in males, some researchers/clinicians have also talked of a female equivalent of this syndrome. Chaturvedi [49] evaluated women presenting with vaginal discharge and described the findings as psychoasthenic syndrome, which he considered to be akin to the Dhat syndrome in males. There are few studies from south India that have reported similar symptoms in female patients. [50] Management: At present, there is very little research on the treatment of Dhat syndrome. Few studies have reported that benzodiazepines, antidepressants, and psychotherapy could be beneficial. Considering that altered beliefs and stigma play an important role in the development of Dhat syndrome, medical and sexual education should be used in order to prevent and treat the condition. [51] 
Female sexual dysfunction
Dermatologists are unlikely to be at the front-line when dealing with female sexual problems, however, because many of their female patients have male partners, it is important to have an overview of this area. If a female's partner has sexual problems, the woman can feel hurt and rejected, and will frequently blame herself, presenting at a clinic for help in solving the problem. Chronic genital pain/vulvodynia is a relatively common problem that the dermatologists should be aware of and diagnose in females.
Normal female sexual function is the result of a complex interaction between physiological, psychological, and social 
Female hypoactive sexual desire disorder
Although dermatologists rarely see such patients, low sexual desire is a common problem amongt women of all ages. [52] When associated with distress, it is termed HSDD and affects approximately one in ten women. The prevalence may be less in India due to cultural, religious, or social differences. DSM-V describes it as a persistent or recurrent deficiency or absence of sexual fantasies and desire for sexual activity that causes marked distress or interpersonal difficulty lasting up to 6 months. [17] The pathophysiology of HSDD is complex. Sex hormones upon interaction with various neurotransmitters modulate sexual desire. A critical balance is required between the excitatory pathways (dopaminergic system), arousal system (noradrenalin), and inhibitory pathways (serotonergic system) for normal sexual function. [53, 54] It may arise due to increasing age, [55] low estrogen (vulvovaginal atrophy), [56] neuroendocrine changes, sexual abuse, childhood trauma, perceived stress, distraction, and body image, or self-consciousness arising due to various dermatological conditions such as vitiligo and lichen sclerosis. Relationship factors such partner's sexual dysfunction (e.g. ED, PE in a male partner); conflict; stressors; familial obligations; and cultural, social, and religious values can negatively influence women's sexual desire. Antidepressants, antipsychotics, antihypertensives, hormones, and corticosteroids have been known to reduce sexual desire. The diagnosis of female sexual dysfunction is based mainly on a detailed sexual and reproductive history taking.
Management:
The complex nature of female sexual function requires a holistic approach to management. Pharmacological measures should be combined with psychological interventions such as basic psychosexual counseling, cognitive behavioral therapy, relationship counseling, and body awareness education to achieve maximum benefit. Flibanserin has been recently approved by the FDA as a potential treatment for HSDD. It is a 5-hydroxytryptamine 1A agonist and 5-hydroxytryptamine 2 antagonist [57] that acts selectively on the dopamine and norepinephrine levels and decreases serotonin levels in the prefrontal cortex. [58] Flibanserin 100 mg daily led to a significant improvement in FSDS-Revised scores and increased desire compared with placebo in premenopausal women with HSDD. [59] Recently, bupropion, an atypical antidepressant, which causes dopamine and noradrenalin reuptake inhibition have been found to be beneficial in HSDD in a double blinded study. [60] Transdermal testosterone [61] and estradiol [62] are preferred in patients with androgen deficiency because they have minimal impact on circulating androgen levels. In postmenopausal women Hormone replacement therapy (HRT), tibolone [63] has been shown to improve sexual desire compared with placebo.
Genital pain syndromes
Chronic idiopathic genital or pelvic pain is another common condition which may be accompanied by psychological, sexual, and social problems. Here, we discuss vulvodynia predominantly because penodynia and scrotodynia are relatively uncommon. Characteristics commonly shared in patients with chronic pelvic pain disorders are mentioned in [ Table 4 ]. However, we must remember that pain does not always interfere with or prevent sexual intercourse. It is not always easy to identify its predominant pathogenesis, even though it often occurs as a central sensitization syndrome triggered by an initial stimulus, which is no longer detectable and only manifests itself clinically through pain.
Vulvodynia
Vulvodynia is a debilitating condition presenting with chronic pain or discomfort involving the vulva for more than 3 months and for which no obvious etiology can be found, and has been estimated to affect 7 to 8% of women. [64] It is a diagnosis of exclusion, for example, if the etiology is evident such as lichen sclerosus, then the woman has chronic vulval pain secondary to lichen sclerosus, not vulvodynia. In addition to pain, most women complain of itching, burning, stinging, irritation, stabbing, and/or rawness. It is classified as generalized or localized to a site such as clitorodynia or vestibulodynia, and within each of these two categories, it can be identified as provoked, unprovoked, or mixed. [66] Management: Diagnosis is mainly by self-reporting and management is challenging because there is very little data on [65] Pain is often idiopathic
Examination does not reveal any underlying disease
It is often unresponsive to oral and topical antiinflammatory analgesics such as NSAIDS and steroids It causes difficulty in falling asleep but not awakening from sleep
It interferes with their daily activities
It may be associated with chronic fatigue syndrome, irritable bowel syndrome, or other somatic complaints treatment of vulvodynia. [67] In addition, a high placebo response rate has been found in most of the controlled vulvodynia studies. Apart from patient education, psychological and sexual counseling, avoidance of soaps, over washing, unnecessary topical medications provides significant improvement. Lidocaine 2% jelly can also be tried. Pelvic floor physical therapy is the mainstay in specific therapy of vulvodynia, which includes soft-tissue mobilization, myofascial and trigger point release, joint manipulation, exercises to stretch, strengthen, and relax muscles, desensitization therapy, dilators, and biofeedback with surface electromyography. [68] Because of the neuropathic nature of the pain, antidepressant medications (TCA and SSRI) and anticonvulsant drugs (gabapentin and pregabalin) [67] have been tried with success. In patients with recalcitrant pain, vestibulectomy is performed as the last resort for pain strictly localized to the vestibule. [67] Vaginismus Vaginismus is a poorly understood condition affecting approximately 1-7% of females worldwide. [69] It is a vaginal penetration disorder, defined as an aversion to any form of vaginal penetration as a result of painful attempts and a fear of anticipated pain. It is involuntary and uncontrolled and functions much the same as any reflex to avoid injury. [70] Many patients have relationship issues, a poor self-image, and an unrelenting fear of penile penetration. [71] Lamont in 1978 classified vaginismus according to the patient's history and behavior during a gynecologic examination. Grade 1 is the mildest form of vaginismus wherein patient is noted to have tight vaginal muscles but is able to sufficiently relax for gynecologic examination; grade 5 is associated with visceral response such as crying, shaking, hyperventilating, experiencing palpitations or nausea and vomiting, and not allowing gynecologic examination. [72] Management: Mild cases may respond to Kegal exercises, encouraging relaxation of the pelvic floor, psychotherapy, sex counseling, cognitive behavioral therapy, hypnotherapy, physical therapy to stretch the vaginal muscles, biofeedback to reduce pelvic floor tension, [73] lubricants containing topical anesthetics, muscle relaxants, antianxiety medications, antidepressants, and tranquilizers. Severe disease have been treated using botox [74] with success.
Dermatological diseases associated with sexual dysfunction
Among various dermatological diseases, association between psoriasis and sexual dysfunction is the most extensively studied. The impact of psoriasis upon sexual function seems to be substantial, as observed in multiple studies, and can result in significant alterations in quality of life. Multiple hypotheses have been proposed to explain sexual dysfunction in psoriasis patients. It has already been known that psoriasis can cause an alteration in body image and cause low self-esteem, feelings of shame, stigmatization, and decreased confidence, all of which could lead to sexual dysfunction. In addition, psoriasis is known to be associated with depression, diabetes, hypertension, endothelial dysfunction, and hyperlipidemia, all of which are risk factors for sexual dysfunction, in particular erectile, ejaculatory, and orgasmic dysfunction. Sexual dysfunction occurs in a variety of dermatological diseases and must be evaluated in patients. A few of them have been described in Table 5 . Among drugs, finasteride has been infrequently associated with ejaculatory dysfunction (2.1-7.7%), erection dysfunction (4.9-15.8%), and loss of libido (3.1-5.4%). [85] Although rarely, it can also cause decreased ejaculatory volume. [86] In a recent case control study conducted in 586 Indian patients taking finasteride, no difference in sexual dysfunction among both groups was observed. [87] In general, side effects caused by finasteride are reported more frequently in patients taking it for prostate hypertrophy (those taking 5 mg) than for androgenetic alopecia (1 mg dose), and hence, is considered safe to be given to patients with male pattern hair loss.
History taking and examination in sexual dysfunction
History taking and examination should be conducted in a quiet, private room preferable in the presence of both partners. In India, most patients prefer to be examined by a doctor of their own sex. During evaluation, physician should be understanding, maintain eye contact, use firm 
Psoriasis
In males, erectile dysfunction is more frequently seen in patients with mild disease [75] and genital lesions [76] In females, dyspareunia and decreased frequency of intercourse. [76] Atopic dermatitis Erectile dysfunction [77] Lichen simplex chronicus Erectile dysfunction [11] Hand eczema In males, erectile dysfunction and low female sexual functioning index in females [78] Neurodermatitits Low female sexual functioning index (with decreased desire, arousal, orgasm and satisfaction) [79] Vitiligo Poor self image, [9] sexual dysfunction, [80, 81] difficulty in reaching orgasm [80] Chronic urticaria Sexual dysfunction, difficulty in reaching orgasm [80] more in females than males Systemic sclerosis Erectile dysfunction in up to 81% patients to the impaired penile blood flow due to both myointimal proliferation of small arteries and corporal fibrosis. [82] Acne inversa Increased sexual dysfunctions and sexual distress in female patients [83] Lichen Sclerosus Low female sexual functioning index (decreased desire arousal, lubrication, orgasm, satisfaction and more pain) [84] monotonous voice, provide warmth, be nonjudgmental and maintain an unhurried approach. A detailed medical, sexual and marital history, patient's attitude, knowledge about sex, and communication with partner can go a long way in understanding the nature of the disease and its impact on the quality of life of the patient. The patient should be referred to a psychiatrist or a psychologist depending on the disease for further management and should be educated about the disease, its course, and its basic treatment.
CONCLUSION
Psychosexual disorders originate in the mind, but manifest themselves through external behavioral symptoms, predominantly sexual dysfunctions and perversions. The problems, insecurities, and anxieties that accompany psychosexual disorders are significantly more deep-rooted, and pharmacotherapy alone may not work in many of such patients. Therapy (sex therapy, psychotherapy/behavioral therapy) and discussion of the problems are the most reliable form of treatment of psychosexual disorders. These patients require a multidisciplinary approach involving a dermatologist, psychiatrist, and a psychologist. The dermatologist should be able to effectively communicate with the patient regarding their sexual problems, identify the etiology, and appropriately manage their problems in collaboration with psychiatrists. Effective doctor-patient communication forms the heart of any medicine practice and goes a long way in improving the quality of life of patients. In the management of these disorders, one simple treatment that is effective in a large number of individuals is education as ignorance or misinformation about sexual response cycle and intercourse is a common cause in majority of these patients.
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